Abstract Background The study examined client factors of relevance in the establishment of helping alliance and in the prediction of dropout from a routine psychiatric setting admitting a variety of diagnoses and staffed with a multiprofessional team. Method Newly admitted patients (n=122) and staff completed questionnaires regarding helping alliance, and the patients also completed questionnaires regarding motivation, symptoms and interpersonal problems. The patients were also diagnosed according to ICD-10 and were followed up concerning early dropout. Results Several variables correlated with helping alliance, and multivariate analyses showed that cold/distant factor, motivation and interpersonal sensitivity factor were the most important factors in establishing helping alliance. Moreover, it was the alliance as perceived by the patients (and not by the staff) that proved to be the most essential variable. A logistic regression analysis showed that early dropout was predicted by low helping alliance, low age and cold/distant factor. Conclusion The most important client factors for establishing helping alliance and for predicting early dropout seem to be those relevant to interpersonal processes. Furthermore, the therapists'/staff's responsiveness to these client factors seems to be of decisive importance.
Introduction
During the last few decades, a vast amount of research concerning therapeutic or helping alliance has been produced. The reason for this is the consistent finding that the quality of helping alliance is related to outcome and that the impact of alliance is similar across various forms of treatments [1, 2] . Most of the research works on the importance of alliance have been performed within the area of psychotherapy research, but they seem relatively neglected in general psychiatric research [3] . However, there are findings from different psychiatric settings showing that therapeutic alliance correlates with outcome [4] [5] [6] [7] [8] . Therapeutic alliance is also associated with better outcomes in pharmacotherapy [9, 10] , with adherence to medication and treatment recommendations [11] [12] [13] and with patients' perceptions of quality of life [14] . A therapeutic relationship also seems significant for outcomes in areas other than traditional psychiatric settings, such as in general practitioners' treatment of psychological problems [15] and in counselling [16] .
Helping alliance and client factors in psychotherapeutic and psychiatric research
Most studies concerning the relations between alliance and outcome have focused on alliance in a broad sense and less on factors that mediate or moderate alliance.
In an overview article concerning psychotherapy research and alliance, Horvath and Bedi [2] divided mediating and moderating factors into client factors, therapist factors and relational/interactive factors. Reviewing the research on the influence of client variables in psychotherapy, Clarkin and Levy [17] argued that there is an almost unlimited number of client variables with potential influence on the outcome. They divided client variables into different groups: (1) problems related to diagnosis and severity; (2) socio-demographic variables; (3) personality variables; (4) interpersonal variables; and (5) in-therapy variables [17] . The authors stated that previous research has often examined client variables in isolation and has focused on stable demographic factors, whereas only lately has the focus shifted to a broader range of client variables and to an interaction between client variables and therapist and treatment variables.
Regarding the severity of impairment, studies from psychotherapy research show mixed results in that some studies indicate that patients with more severe disturbances have greater difficulties in establishing therapeutic alliance, while other researchers find little influence from severity [2] . Most studies have found no or few differences between various types of disorders or diagnostic variables and helping alliance [18] [19] [20] , even if there are indications that patients with borderline and other personality disorders tend to have greater difficulties in establishing a good therapeutic alliance [18, 21] . Concerning personality and interpersonal variables, studies have shown that the patient's past object relations influenced the establishment of therapeutic alliance, as did current interpersonal relations [18, 20, 22, 23] . There are also studies showing that experiences of earlier social support, as well as current social support, have a positive impact on the establishment of helping alliance [24, 25] .
As mentioned above, few studies have been concerned with factors that mediate or moderate alliance in psychotherapy research. This is even more evident in research concerning therapeutic alliance in psychiatric settings. Apart from its association with outcome, little is known about how alliance varies between different psychiatric settings and diagnostic groups and how it is influenced by different mediating and moderating factors [26] . Studies have indicated that a positive alliance is associated with less severe problems [5, 7, [26] [27] [28] and age [28, 29] . As in psychotherapy research, there is a weak tendency for patients with borderline and other personality disorders to have greater difficulties in establishing a good therapeutic alliance [21, 28] . To our knowledge, only one study [26] has compared therapeutic relationships for different diagnostic groups in a variety of routine psychiatric settings for in-patients and out-patients. They found that therapeutic relationship was only partly explained by psychopathology, leaving the greater part of the variance to be explained by factors other than socio-demographic and clinical factors.
Helping alliance and dropout
Helping alliance is also interesting in relation to dropout. A helping alliance established early in the therapy process, even after the first session, seems to be a good predictor of low dropout [30, 31] . Early dropout deserves specific attention because it is often more associated with poor outcome than late dropout [32] . Psychotherapy research indicates that between 30 and 60% of psychotherapy out-patients drop out prematurely [32] [33] [34] , and research on psychiatric services shows that dropout frequency varies between 20 and 70% [35] [36] [37] [38] . These varying numbers depend on methodological problems (such as various settings being studied), but mostly on the fact that dropout is not a precise concept. Because of these methodological problems, overall results from psychotherapy research are somewhat contradictory, with only socio-economic status and ethnicity as consistent predictors of dropout [32] . Psychiatric research concerning dropout has mostly focused on potentially predictive factors that concern, for example, demographics, attitude, motivation, type of disorder and administrative routines. Again, findings are contradictory, but common findings are addiction, low socio-economic status, low age and negative attitude [35] [36] [37] [38] [39] [40] . Reis and Brown [32] argued in a review article that research looking at interactive and multidimensional factors, such as working alliance, satisfaction, patient likeability and expectations, has proved to be more useful for predicting dropout than research on client, therapist and administrative variables.
Dropout and poor compliance are huge problems for delivering good and effective mental health care. Dropouts are expensive in terms of time and money, and they display poor treatment outcomes [32] . Therefore, knowledge about the determinants of dropout and the role of helping alliance in this respect seems important for increasing the rate of patients who complete adequate psychiatric treatments. From a clinician's point of view, it is important that early dropout can be predicted, which would make it possible to modify the course of treatment in an attempt to reduce premature termination. In psychiatric and psychotherapy research, most studies about client factors predicting dropout are concerned with demographic factors, diagnosis or severity of problems. There are few studies on factors that try to detect reasons for dropout in depth, exploring the importance of intrapsychic, interpersonal and interactive factors; to the best of our knowledge, there are no such studies targeting general psychiatric research.
The aim of this study was to explore client factors of relevance in the establishment of helping alliance and in the prediction of dropout from a natural, routine, psychiatric setting admitting a variety of diagnoses and staffed with a multiprofessional team. Client variables were selected based on previous research on factors that may influence dropout and the establishment of helping alliance; these were motivation, demographic factors, diagnosis, symptom severity, different symptom clusters and interpersonal problem variables. The study proceeded from the following research questions:
1. How were these specified patient factors related to initial helping alliance? 2. Could these patient factors or could this initial helping alliance predict patient dropout?
Materials and methods

Participants and setting
The sample of patients was selected from a psychiatric out-patient unit in the main town of a medical care district in southern Sweden, typical of how psychiatric services are organized in Sweden. The unit catered to people with all kinds of psychiatric diagnoses in a geographic area of about 55,000 inhabitants, comprising both rural areas and the town. No acute admission was on hand at the unit because acute admission in Sweden is centralized to units responsible for a greater geographic area. Moreover, most of the new-onset psychoses were admitted to a treatment unit specially designed for psychoses, whereas they were transferred to the unit targeted in this study later in their treatment. The patients were either referred to the unit by other caregivers or were admitted by self-referral. The unit was staffed with a multiprofessional team consisting of psychiatrists, psychologists, nurses, social workers, an occupational therapist and physical therapists. The treatment provided by the unit was typical of this kind of setting in Sweden. It had a comprehensive view of health care, based on pharmacological treatment, different psychotherapeutic approaches, supportive therapy, social support training and social skills training. The treatment was mostly focused on the individual, but the patients' families and other parts of their social network were included in the treatment at times. Some of the patients had contacts with more than one member of the team, but one professional was always the main caregiver. At times, they could change the main caregiver if different specialist functions were needed. Furthermore, the unit practised close collaboration with other caregivers (such as the social insurance office or the community-based psychiatry centre). All new patients admitted during a period of approximately 5 months were asked to participate in the study. A new patient was defined as a patient who had not been in contact with the psychiatric unit during the past 18 months. This definition is in agreement with administrative conditions in the medical care district. Patients admitted for just one planned consultation were excluded, as were patients who could not understand oral and written instructions (i.e. patients who were too sick to participate or who could not understand the Swedish language). A total of 181 patients were newly admitted to the psychiatric unit during the research period, but 32 of them met exclusion criteria. Two were too sick to participate (acute, severe psychosis), 3 could not understand Swedish, 12 could not participate due to severe dementia/dyslexia/mental retardation/organic brain damages and 15 were admitted for just one consultation.
Instruments
The revised helping alliance questionnaire
The revised helping alliance questionnaire (HAq-II) [41] is a 19-item self-report rating scale that measures the strength of patient-therapist alliance. Each item is rated on a 6-point Likert scale (1= I strongly feel it is not true; 6= I strongly feel it is true). A patient version, as well as a therapist version, has been developed. It measures helping alliance at an individual subjective level. The scale has good internal consistency and test-retest reliability and a good convergent validity with other alliance measures [41] . In the version used in the present study, the term personnel or staff replaced the term therapist.
Brief symptom inventory
The brief symptom inventory (BSI) [42] is a 53-item self-report symptom inventory intended to describe psychological symptom patterns of psychiatric patients, as well as of community non-patient persons. It is the brief version of SCL-90-R. Symptoms are rated on a 5-point scale (0= not at all; 4= extremely). The instrument consists of nine primary subscales: somatization, obsessive-compulsive, interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation and psychoticism. There are also three global indices, which are designed to reflect different aspects of psychological disorder: global severity index (GSI), positive symptom total and positive symptom distress index. Good levels of reliability and validity have been shown concerning the BSI [42] . In this study, standard t scores were used.
Inventory of interpersonal problems
The inventory of interpersonal problems (IIP) [43] is a 64-item selfreport instrument designed to identify a person's most salient interpersonal problems. Each item is rated on a 5-point scale (0= not at all; 4= very much). The IIP has been found to have a circumflex organization around two main dimensions: domineering/nonassertive and cold/self-sacrificing. Around these dimensions, eight domains of interpersonal functioning have been developed to measure a person's level of difficulties. The eight domains are domineering/controlling, vindictive/self-centred, cold/distant, socially inhibited, non-assertive, overly accommodating, self-sacrificing and intrusive/needy. Satisfactory levels of reliability and validity have been found [43, 44] . Standard t scores were used in this study.
Motivation questionnaire
To get an idea on the patients' attitude and motivation for visiting the psychiatric out-patient unit, a short questionnaire with two statements aimed at estimating motivation was created. The two statements were: (1) 'I wanted very much to come to the psychiatric unit' and (2) 'I came to the psychiatric unit on my own initiative'. Each item was rated on a 4-point scale ranging (1= do not agree at all; 4= agree very much). The mean of the two items was used as a measure to assess the motivation of the patient. No studies concerning reliability and validity have been carried out, but the items were regarded as showing face validity.
Procedure
After the first appointment at the psychiatric unit, the patients were asked if they wanted to participate in the study, and all who agreed gave their written consent. They could choose to complete the questionnaires directly after the session in a separate room, or they could bring them home and send them later by mail. After the first session, the staff member who had met the patient also filled out the HAq-II questionnaire. The patients were diagnosed according to ICD-10, either by the staff member who met the patient or by that staff member in cooperation with the head psychiatrist. The Lund University Research Ethics Committee approved the study.
Definition of early dropout
Patients who did not attend the first appointment were not considered dropouts. The cut-off point for early dropout was set at three scheduled sessions, so if the patient did not attend the second or third scheduled session, he was regarded as an early dropout, but not if he dropped out after session 3.
Data analysis
With the intention of identifying relations between helping alliance and all other investigated factors, a bivariate correlation was made between helping alliance (as assessed by the patient and by the staff) and variables such as age, motivation and the different subscales of BSI and IIP. Independent-samples t test and one-way analysis of variance were used to analyse helping alliance as a dependent variable, with factors such as gender, dropout and different diagnostic groups. A linear multiple regression analysis was made, with helping alliance assessed by the patients as a dependent factor and with the different subscales of BSI and IIP, age, gender and motivation assessed as dependent factors. In an attempt to investigate how problems exclusively related to psychological symptoms and how interpersonal factors influenced helping alliance, a second multiple regression analysis was performed with variables only from the IIP and BSI. For a number of reasons, including multicollinearity, specification errors, type I and type II errors and power, there is a problem with many predictors in multivariate analyses [45] . If irrelevant variables are included, it will be more difficult to achieve statistical significance or acceptable cross-validation; thus, trying to minimize the number of predictors is likely to result in more meaningful and comprehensible results [45] . Hosmer and Lemeshow [46] recommend that variables with p<0.25 in the bivariate analyses should be included in multivariate analyses. Following these directions, we chose to reduce the large amount of data and, accordingly, included only those variables of BSI and IIP that, in the bivariate analyses, correlated with the dependent variable at p<0.25 (two-tailed).
When doing statistical analyses concerning dropout, the independent-samples t test was used to examine differences between dropouts and non-dropouts according to age, helping alliance, motivation and the different subscales of BSI and IIP. Moreover, as an extension, a logistic regression analysis was made, with early dropout as a dependent factor and with variables from the BSI and IIP, motivation, age, gender, and patient-and staff-assessed helping alliance as independent factors. Since there were few factors that correlated to a high extent with the dependent variable, the level was raised to p<0.5 for factors that were included in the analysis. A chisquare test was used to examine the differences between dropouts and non-dropouts according to gender and different diagnostic groups.
When performing analyses with different diagnostic groups, F50 (eating disorders) and F60-F69 (disorders of adult personality and behaviour) were grouped together in an attempt to achieve larger groups.
Statistical analyses were performed by SPSS 11.0 for Windows.
Results
A total of 149 patients were asked to participate in the study, and 122 (82%) agreed. Because of internal loss of data on some of the instruments, the analyses were based on 116-122 patients. Some characteristics of the sample are shown in Table 1 .
Helping alliance and client factors
The correlation between patient-assessed helping alliance and staff-assessed helping alliance was r=0.25 (p=0.007). The mean was 4.87 on patient-assessed helping alliance and was 4.35 on staff-assessed helping alliance. This was a statistically significant difference (p=0.000).
We found a significant difference between dropouts and non-dropouts with respect to the patients' assessment of the initial helping alliance. Dropouts had a significantly lower level of helping alliance (p=0.034). No statistically significant difference was found between male and female patients, neither between the patients' and the staff's assessment of helping alliance. Similarly, we did not find any difference in helping alliance, as assessed by the patients or by the staff, between different diagnostic groups according to ICD-10.
Significant correlations were found between helping alliance and age, motivation and a number of BSI and IIP factors ( Table 2) .
The patient-assessed helping alliance showed a statistically significant positive association with older age (p<0.01) and motivation (p<0.01), while the staffassessed helping alliance did not. Concerning the BSI, there was a negative association between the patients' assessments of helping alliance and the GSI (p<0.05), as well as the symptoms 'interpersonal sensitivity', 'depression', 'paranoid ideation' and 'psychoticism' (p<0.01). The staff's assessments of helping alliance showed a negative correlation with 'hostility', 'paranoid ideation' and 'psychoticism' (p<0.05). With respect to the IIP, the patients' assessments of helping alliance correlated negatively with the 'total score', 'vindictive/self-centred', 'cold/distant', 'socially inhibited' (p<0.01) and 'overly accommodating' (p<0.05). The staff's assessments of alliance were negatively associated only with 'vindictive/self-centred' and 'cold/ distant' (p<0.05). A linear multiple regression analysis was performed with patient-assessed helping alliance as the dependent variable. Those BSI and IIP variables, age, gender and motivation that correlated with the patients' assessments of helping alliance on p<0.25 were set as independent variables. The model resulted in two significant factors: 'cold/distant' from the IIP and motivation (F=6.5, p=0.000) ( Table 3 ). These factors together explained about 23% of the variance of helping alliance.
A second linear multiple regression analysis, with background variables excluded and with only previous variables from the BSI and IIP, resulted in a model with two significant variables: 'cold/distant' from the IIP and 'interpersonal sensitivity' from the BSI (F=14.2, p=0.000) ( Table 4 ). These factors together explained about 20% of the variance of helping alliance.
Early dropout and client factors
Out of the whole sample (n=122), 19 (15.6%) patients were early dropouts. When using the independentsamples t test, we found a significant difference between early dropouts and non-dropouts with respect to the patients' assessment of the initial helping alliance. Early dropouts had a significantly lower level of helping alliance (p=0.034). No difference appeared between early dropouts and non-dropouts on staff-assessed helping alliance (p=0.079). The results also showed that the early dropouts had a significantly lower age (p=0.011) than the non-dropouts. No statistically significant difference was found between early dropouts and non-dropouts concerning motivation (p=0.882) or gender (p=0.097). Furthermore, there were no significant differences between early dropouts and nondropouts concerning the different factors in BSI and IIP or different diagnostic groups according to ICD-10. A logistic regression analysis was also performed with early dropout as the dependent factor and with variables from the BSI and IIP, motivation, age, gender, and patient-and staff-assessed helping alliance as independent factors. The model resulted in three significant variables: age, cold/distant domain from the IIP and patient-assessed helping alliance (Table 5 ). In total, the logistic regression model correctly predicted 90% of the patients.
Discussion
There was a significant difference in how the patients and the staff perceived helping alliance in that the patients rated helping alliance better than the staff did. This is in line with findings from psychotherapy research and confirms that the patients and the staff have different perceptions of helping alliance [18] . Horvath and Symonds [47] found that it was the patients' assessment of helping alliance, as opposed to therapists' ratings or observers' ratings, that was most predictive of the therapeutic outcome. However, more recent meta-analyses and overviews have found little variation between different sources of data, especially in later stages of the psychotherapy process [1, 2] . Our results, however, were in agreement with the overview of Horvath and Symonds [47] and showed that the patients' assessments of helping alliance correlated most strongly and frequently with the different subscales of BSI and IIP and that only the patients' assessments predicted early dropout.
Results from the bivariate analyses showed that several factors correlated with the patients' assessments of helping alliance. In accordance with earlier research from both psychotherapy and psychiatry, our result showed that a positive alliance correlated with older age. Regarding type of disorder, there have been some findings indicating that people with personality disorders tend to have greater difficulties in establishing a good helping alliance [21, 28] , but in this outpatient sample, we found no significant differences between diagnostic groups. This finding is consistent with other results from psychiatric and psychotherapeutic research showing that diagnosis is of relatively limited importance for establishing therapeutic alliance [2, 26] .
The present study showed a moderate correlation between severity of problems (as measured with the total sums of BSI and IIP) and a poor helping alliance. This is in line with findings from psychiatric research [5, 7, 26] , while studies from psychotherapeutic settings show inconsistent results [2] . However, in our study, particular subgroups of symptoms and interpersonal problems showed a greater correlation with helping alliance than the total sums. This indicates that it might not be the general severity of problems that has the most impact on the establishment of helping alliance, but instead more specific aspects of the problems.
McCabe and Priebe [26] suggested that hostility may be an important and obstructing factor in the formation of a good therapeutic relationship. In our study, it is noteworthy that hostility was not related to alliance as assessed by the patients, but to the staff ratings of alliance, which shows that the staff was very sensitive to perceived hostility from the patients. This may influence the preparedness and receptiveness of the staff in the establishment of helping alliance.
The multiple regression analysis, including the background variables, showed that motivation was an important factor in establishing helping alliance. It is interesting, though, as shown in the bivariate analyses, that it was only the patient-assessed-and not the staff-assessed-helping alliance that correlated with their motivation. Thus, in establishing helping alliance, it seems that the staff had sensitivity for hostility among the patients and, at the same time, a lack of sensitivity for the patients' motivation. This indicates that staff factors and the way the staff perceive and relate to the patient (and not just patient factors) are of great significance in the establishment of helping alliance. Since the staff had difficulties in perceiving or understanding the patients' motivation, they might have been less disposed to meet and respond to the patients' expectations, which in turn might have contributed to a lower alliance.
The multiple regression analysis with variables only from the BSI and IIP resulted in two significant factors for predicting helping alliance: the cold/distant factor from the IIP and the interpersonal sensitivity factor from BSI, although this latter factor only contributed to about 3% of the variance. The cold/distant factor has been found important in other studies as well [48] . Interestingly, both factors are client variables that cannot be viewed in isolation. This shows that the most important client factors for establishing helping alliance seem to be client factors that are relevant for interpersonal processes. These findings correspond with a recent review concerning client factors and psychotherapy [17] . The findings also supplement research concerning helping alliance in psychiatric settings, arguing that the psychopathology of the patients only explains a minor proportion of the variance in helping alliance, thus indicating the need for research regarding other important process factors [26] .
The early dropout frequency in this study was in the lower segments as compared with other studies from psychiatric research, probably partly due to our conservative and rigorous definition of the concept. The results concerning dropout from statistical analyses using t tests showed that only two factors predicted early dropout, namely, low helping alliance and low age. Results from the logistic regression analysis discerned three variables, namely, age, cold/distant from the IIP and patient-assessed helping alliance. No other diagnostic variables, type of problems, severity of problems, interpersonal problem variables, demographic factors or motivation predicted early dropout. Low age being a predictor of early dropout is in line with results from some other studies concerning dropout from psychiatric research [35, 37, 38] and psychotherapy [49] . However, most studies concerning psychotherapy show that age is unimportant for early termination [17] . Considering another aspect of our results (that age was positively associated with patient-assessed helping alliance), the finding that low age was a predictor of early dropout might partly be explained by the fact that younger patients had more difficulties in establishing a helping alliance. The cold/distant factor was significant for early dropout, as well as for the establishment of helping alliance, so it seems that the cold/distant factor is a client variable that had great importance in therapeutic relationships.
An interesting discussion concerning helping alliance is whether or not it functions as a mediator to variables such as therapeutic outcome and/or dropout. A mediator is a variable through which the independent variable affects the dependent variable [50] . An ideal approach to this question should have been the use of statistical analyses such as structural equation modelling, but in our case, this would not have been appropriate due to our small sample of dropouts [51] . However, our results gave some indications. Motivation was a significant factor in relation to helping alliance, but, interestingly, not to early dropout. At the same time, helping alliance was a factor that predicted early dropout. These findings suggest that helping alliance may serve as a mediator for how motivation (and most likely other factors) relates to early dropout. The validity of this chain of relationships could be tested in future research. Moreover, that relational factors (such as helping alliance and the interpersonal problems factor 'cold/distant' ) were predictors of early dropout confirms other findings [32] showing that dropout is probably more due to interactive and multidimensional factors than to administrative factors.
There are methodological limitations to this study that call for some caution in interpreting results. The sample was quite small, particularly when diagnostic subgroups were analysed. Furthermore, the small number of early dropouts lowered statistical power. According to Altman [52] , the proportion of 103 early non-dropouts and 19 early dropouts corresponds, in terms of statistical power, to a total sample size of about 65 subjects. However, this means that medium effect sizes could still be detected. There were also few patients with the most severe psychiatric conditions. However, the sample should be representative of patients in Swedish general psychiatric out-patient care, where most patients with psychoses are admitted to special out-patient units. Moreover, reliability and validity in the assessment of diagnosis are doubtful. Depending on administrative routines and policies in the setting, the diagnoses were assessed very early in the treatment process and by different persons. Another flaw is that motivation measure was not tested for validity and reliability. There was also a risk of multicollinearity between the different subscales in BSI and IIP, which may have affected the results in multivariate analyses. That is why we also discussed the bivariate analyses above. However, the natural setting (with its heterogeneity of patients and staff) and the high participation rate may have strengthened generalizability to similar settings, especially since the sampling method (selecting all patients within a certain period) should not have inferred a systematic bias. The majority of previous studies in this area have been conducted with selected groups of patients and in specialized settings, implying limited external validity.
Conclusion
The results from the present study showed no, or only minor, direct correlation between helping alliance and different socio-demographic and client variables, such as diagnosis or problem severity. Instead, the result showed that client factors, which were relevant for relations and interactions with others, were of decisive importance. This was true both for the establishment of helping alliance and for the prediction of early dropout. Since it is the therapists/staff that have the professional responsibility for offering a good therapeutic relationship and, by extension, an effective treatment regimen, it is important that the therapists/ staff become aware of the significance of these variables and of their own importance as active participants in therapeutic relationships. Staff training programmes and supervision should address these issues in order to promote the quality of helping alliance.
